was born in a small town in the Belgian province of Tournai. His father was an army veterinarian. After classical studies at Anvers and Louvain, he studied medicine at the University of Brussels from which he received his degree in 1904. He became associated with Antoine Depage and moved up through the system, becoming professor of operative surgery and gynecology in 1919 and succeeding his chief as professor of clinical surgery in 1925. He was a surgeon with very broad interests. He made significant contributions to the field of local and regional anesthesia, especially sacral blocks. His interest in vascular surgery led to the invention of a clamp to be used for portocaval shunts. He studied the use of vein grafts to reconstruct defects in arteries and bile ducts. Beginning in 1925. his work gradually focused on traumatology and especially on the operative treatment of fractures.
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Danis pursued his interest in the laboratory as well as the clinic. He studied the biology of fracture healing and demonstrated that primary union (soudure autogene) of fractures could occur without callus formation when the fracture fragments were reduced accurately and held in position with compression. To obtain these conditions, he designed a complete armamentarium of compression plates (coapteurs) and screws. The results of his clinical and laboratoj experience was embodied in his book, "Theorie et pratique de I'osteosynthese," published in 1949. On the basis of this work, he can be considered to be one of the originators of the technique of compression plating. The following short article by Danis was presented at the 12th International Congress of Surgery in London in 1947.
This communication which we have the honor of presenting to this Congress deals with the investigations we have pursued during the last eighteen years to improve our methods of osteosynthesis. Along with two of my colleagues who are equally interested in these problems, we can present some opinions based upon a personal experience with over 1300 cases. We believe that open reduction and internal fixation (osteosynthesis) is an operation of "necessity," indicated when it has been established that orthopedic treatment (closed reduction) as been insufficient or ineffective. Certainly there are those who carry out a simple open reduction and internal fixation using small wires. Thus understood, osteosynthesis is no more than a mechanical means, an accessory, and the procedure is completed by applying external fixation (plaster immobilization).
Our point of view is opposed to that one. We are among those who consider that the operative treatment of fractures is coming to be the treatment of choice in a very large number of cases. From now on, I can state everywhere that under stringent aseptic precautions we have been able to accomplish a fixation that is truly solid, and while dispensing with plaster immobilization, maintains the bony fragments in contact, with a suitable compression, while rapid consolidation occurs. Under these conditions there is excellent restoration of the anatomy and joint stiffness, muscle atrophy, edema, etc, are minimal. Certainly, at this time, for the trained surgeon, meticulous, with good equipment and assistants, it is possible in many cases to attain this ideal. At this moment we can state without any doubt that it will not be very long until osteosynthesis will be the treatment of choice for all fractures which do not heal by themselves (ununited fractures). The points which we would like to discuss at this Congress are the following: fractures of the tibia1 plateau.
1. Axial compression and the "coapteurs" (compression plates).
It is agreed universally today, that the success of an osteosynthesis (internal fixation) depends above all on its asepsis and solidity. The other conditions for success do not concern us as much as they did formerly: one knows that when a part of the prosthesis has been fixed well and not subjected to unreasonable stress it will be tolerated indefinitely by the bone, and that its size and mass are small enough to cause no problems under the skin. With a good stainless steel, for example, the question of chemical tolerance has been practically resolved.
But if, in spite of everything there is delay in consolidation, such failure cannot always be blamed on problems with asepsis, the solidity of the fixation, or poor quality ofthe materials. We have said and attempted to prove that in such cases the interfragmentary compression and especially the compression in the long axis of the bone has not been sufficient.
This has been established as a fundamental property of bony tissue: That it neither forms nor persists in those places where it is subjected to (alternating) compression and traction forces. Experiences in the laboratory and clinic agree on this fact.
Before 1939 more or less, no one to our knowledge had been anxious to make systematic improvements in osteosynthesis incorporating axial compression.
During the past eight years, after directing our attention to these points, we have established a system of instrumentation capable of creating and maintaining an adjustable and constant pressure between bony fragments.
In other words, it is a "coaptation force" (compression force) which we have used ever since. And our "coapteurs," when their use is applicable, have given us encouraging results.
They are solid plates, screwed to the bone, which the surgeon shortens under his control to press the bone fragments together with a certain force.
We have used this technique, which we will illustrate during the course of this Congress, in the treatment of diaphyseal fractures of the forearm, humerus, femur and certain transverse fractures of the tibia.
2. Spiral Fractures of the Tibia. Since 1934 we have treated spiral fractures of the tibia by a very simple and safe fixation with stainless steel wire. The similarity of the anatomy of this type of fracture allows us to always operate using a regular technique which reduces the danger of infection to a minimum. We limit the contact between the metal and the skin as this is an important consideration in this area. In spite of the simplicity of the wiring, the fixation and the interfragmentary compression are sufficient. The extent of the postoperative immobilization required is reduced to a celluloid gutter splint which does not extend beyond the ends of the tibia.
3. Grafts of 0s purum. The 0s purum developed by Svante Orell, while more exacting than an autograft from a technical point of view, is tolerated indefinitely in an aseptic milieu and undergoes, in the course of years, a slow remodelling which can lead to its assimilation. Its osteogenic properties are sometimes manifest distinctly even in the presence of infection. In the latter case, it may be tolerated for a period long enough to promote consolidation.
We have used it with good results in cases of pseudoarthrosis in the form of solid struts which allow us to obtain a proper fixation in the manner we described in 193 1.
We do not resect the area of the pseudoarthrosis unless the malalignment of the bone is significant. Resection shortens the limb, considerably extends the dissection, and retards healing.
The tissue between the ends of the bone will calcify completely after a satisfactory grafting has been carried out.
A Reconstructive Operation for Fractures of the Calcaneus with Depression of the Plantar Arch.
This consists of making a frontal section through the large tuberosity of the calcaneus with an electric saw and, after moving the tuberosity further down, fixing it in place with a spike. 5. The Operative Treatment of Old Fractures of the Tibia1 Plateau.
This reconstruction consists of inserting a coin shaped block of bone under the tibial plateau and elevating it in the sagittal axis to relieve the depressed part.
We will describe our technique and our clinical results during the course of this Congress. We expect that we can make them clear by the aid of slides and movies.
